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the presence of rheumatic infection and stiil more the beginnings of
myocarditis (seebelow); but after weeks or months an attack of obvious CJSes
carditis may de\elop.
(iv) Again, in ambulatory cases persistent tach\cardia may be the only Tachycardia
cardiac abnormality. Simple tachycardia is not uncommon in children,
and only a small minority of such cases have any association with
rheumatism. In such the attack of carditis may develop after many
weeks of unexplained tachycardia.
(v) Valvular disease Is sometimes found in a child in \\hom symptoms Cluvnic
of rheumatism cannot be traced.  Usually, however, there is clear
evidence, either by history or inspection, of the presence of septic
tonsils.
(yi) Very rarely the first sign of rheumatic carditis is the sudden Heart-block
onset of complete heart-block in a supposedly healthy child. An
attack of febrile rheumatism follows in a week or ten days. This
sequence of events no doubt means that the earliest rnyocardial lesions
have developed in the conducting tissues.
The symptoms of rheumatic heart disease in children may be described Symptom*
under two headings: general symptoms due to the presence of rheumatic
infection, and cardiac manifestations due to the in vehement of the
heart.
The child with any degree of active rheumatism Is always physically General
subnormal, with wasting, pallor, fatigue, loss of appetite, and some
shortness of breath. On the nervous side it is excitable, emotional, and
unstable, and tends to suffer from various so-called functional disorders,
such as insomnia, tics, enuresis, night-terrors, and sleep-walking. The
temperature is often persistently, though only slightly, raised in the
evenings; if the rheumatic infection becomes more se\ere. the tempera-
ture rises higher and the general symptoms of juvenile rheumatism
appear, together with clear evidence of cardiac invoKernent.
In dealing with the cardiac symptoms of rheumatic carditis in children Ccrduxc
two points of fundamental importance require emphasis. First, with
the exception of precordial pain due to pericardial friction, all the
cardiac symptoms are due to involvement of the myocardium. As the
heart-muscle becomes more and more actively diseased, the myo-
cardium fails to maintain the circulation efficiently, at first during
exertion, but later when the child is at rest. Secondly, the onset of
cardiac symptoms in a rheumatic child invariably denotes fresh active
carditis and never a purely mechanical failure from an old and entirely
quiescent lesion of the myocardium. This rule holds even in ad-
vanced heart disease in children, and indeed is more applicable
to rheumatic heart disease in adults than is perhaps recognized.
Cases of active rheumatic carditis in children can be fairly easily Types
classified into four common clinical groups according to their severity;
their cardiac symptoms may be most usefully described under each
type.
(i) Mildest (ambulatory) cases. Cardiac symptoms of the lowest grade Mildest cases